Convalescence: Uninterrupted. Now symptom free, but some tendency to constipation.
right hypochondriac discomfort, diarrhoea, eructations and loss of weight. However, no vomiting occurred as in 50 % of cases reviewed. The absence of anmmia was the main difference, a 'considerable degree being usually present'. ,Etiology: This case does not add anything positive to the suggestions concerning etiology (in- cluding peptic ulceration in 10 and tuberculous ulceration in 5) unless it be taken that calcified mesenteric glands are usually tuberculous in origin. There was no definite evidence to link the fistula with previous peritonitis and drainage for gangrenous appendix. The patient was admitted to St James' Hospital with violent abdominal colic and vomiting of three days' duration. She was found to possess numerous subcutaneous lobulated swellings up to 15 cm in diameter on the trunk and limbs. Her mother had possessed similar swellings and had died at the age of 29 with a bowel cancer.
REFERENCE
Operations: Laparotomy on the day of admission revealed an obstructing carcinoma of the splenic flexure of the colon. An emergency colostomy was performed, and when this was opened it became apparent that the mucosa of the colon was carpeted with polypi. As a second stage total colectomy and ileorectal anatomosis were combined with radical removal of the lymphatics on the left side. Over a hundred polypi were subsequently fulgurated through the sigmoidoscope. Recovery was uneventful but follow up has been made impossible by the patient's lack of co-operation.
Pathological specinen (Dr B C Morson): There were approximately 1,300 adenomata in the colon and an annular stenosing carcinoma at the splenic flexure. This was of average grade of malignancy with minimal pericolic invasion and 2 of the 34 glands involved (stage Cl case). In addition the 18 cm of terminal ileum removed with the specimen contained two further tumours (Fig 1) . The first was a shaggy sessile growth 2-5 x 1 cm, histologically an adenoma; the second was a spherical tumour 0-8 cm in diameter with an intense yellow colour on section, histologically a carcinoid tumour. One of the lobulated subcutaneous tumours was sectioned and shown to be a sebaceous cyst.
Discussion
In Gardner's syndrome familial adenomatosis of the colon is associated with multiple tumours and congenital defects elsewhere. To Gardner's original triad of epidermoid cysts, osteomata and soft tissue tumours (Gardner & Richards 1953) we can now add a further triad: dental anomalies, abnormal ossification of the facial skeleton and a variety of miscellaneous tumours elsewhere.
Two features of this case are of particular interest: (1) The patient's limited intelligence and almost pathological inability to co-operate raised the suggestion that mental subnormality might be a further feature of the syndrome. (2) The two associated tumours in the ileum make the case unique from the pathological viewpoint. The carcinoid tumour is the only example in the St Mark's collection, and we have found only one other report in the literature (Hayes et al. 1959) ; it is probably a chance association reflecting the diverse potential of the syndrome for tumour formation. The presence of an adenoma in the ileum, however, raises the fundamental question of whether the polyposis in this syndrome is purely colonic. McKusick (1962) maintained that the adenomata in Gardner's syndrome are more widely spread than in adenomatosis coli and that they are present in both small and large intestines. Most reports of tumours overflowing into the ileum are not backed by histological proof and are almost certainly describing hyperplastic lymphoid follicles. There is no other case of an ileal adenoma in this syndrome at St Mark's and we have found no other cases in the literature backed by definite evidence. It seems preferable at present to regard the adenomatosis of Gardner's syndrome as purely colonic, and this case as the exception which proves the rule. Since 1937 a total of 820 cases of carcinoma of the large intestine have been admitted to The London Hospital under my care, the majority after the last war (Table 1) .
Carcinomas of the rectum predominate over those in the colon since most patients with rectal cancer come to a special clinic, whereas cases of carcinoma of the colon are more equally divided amongst the other members of the surgical staff. Between the years 1948 and 1964 there were 984 patients admitted with carcinoma of the colon, of whom I treated 150, whereas in a similar period 872 patients with carcinoma of the rectum received treatment, 589 being in my charge. The sex ratio followed the usual pattern, carcinoma of the colon being more common in females and that in the rectum seen more frequently in males. (Table 2) Right colon:All but 4 of these patients were operated on in one stage, the remainder presenting with obstruction. Until ten years ago I used to carry out an end-to-side anastomosis, bringing out the end of the transverse colon as a safety valve. I now make an end-to-end anastomosis, as decompression no longer seems necessary.
Carcinoma ofthe Colon
Transverse colon: Six of these presented with obstruction, requiring a two-stage operation. In one-stage excisions, I do an 'ink-bottle' crcostomy; this closes itself and is a reasonable precaution.
Left colon: Nearly all this group came in with acute obstruction. Many patients had adjacent viscera involved, namely the stomach, spleen, pancreas or kidney. A wide excision should be 
